The impact of alcohol use on the workload of two accident & emergency departments in north-west England was assessed by blood alcohol concentration (BAC) measurement, inspection of clinical records and interview ofall patients aged 16 and over attending throughout a two-week period. The frequency of intoxication was similar to the previous reported rate in Scotland: 13.2% of all patients had a positive BAC. Inebriated injured patients arrived at all times of the dayvarying in frequency from 2.5% of midday attenders to 78% of those presenting after midnight. The incidence of alcohol-related industrial accidents was low, but 60% of all assaulted patients were inebriated, many having sustained head injuries. Of patients attending within 2 hours of an accident at home, 19% also had a positive BAC, but 92% of those with ankle sprains were sober. Patients in lower social classes reported higher rates of alcohol consumption. The popularity of beer in comparison to wines and spirits was inversely related to age and unrelated to social class.
Introduction
Accident & emergency (A&E) departments are the most frequent points of contact between the mobile strata ofsociety and the health service. Some ofthese predominantly young and middle aged people will be heavy drinkers but will have medical problems unrelated to alcohol abuse. More commonly there will be a clear association between alcohol consumption and the presenting complaint, although this may only be revealed on careful questioning. For these reasons it has been suggested1 that problem drinkers could and should be detected in A&E departments and directed to appropriate agencies for more detailed assessment and long-term management. This suggestion assumes that alcohol-related problems are commonplace in patients attending A&E departments. This has been shown to be correct in Scotland"2 but there are no published comparative data for England.
Alcohol consumption has, historically, been considered to be heavier in the north than in the south of the United Kingdom. This generally held view has been supported by some recent surveys3 4 but not by others',6. Similarly, some authors 7.8 have reported important regional variations in the incidence of alcohol-related problems, whereas others9 consider that these differences merely reflect availability of treatment facilities and clinical attitudes.
To test the potential value of the screening role of A&E units outside Scotland and to measure the impact of alcohol abuse on such departments, a survey was conducted in two medium-sized units in north-west England. In addition to collecting data compatible with the two Scottish surveys, patients were questioned about their normal drinking habits, and other demographic and clinical data were collected to provide some measure of the impact on an A&E department of alcohol use and abuse by its patients. Some of this information has been used to identify the characteristics of the 'problem drinker' in an attempt to facilitate his or her detection and early treatment, and is reported elsewhere10. The present paper is concerned with more general interactions between alcohol and the whole population of A&E attenders.
Method
All patients aged 16 and over attending two A&E departments during a two-week period were asked about their normal drinking habits. Alcohol consumption was recorded as 'units' of alcohol, one unit being equivalent to 10 ml ethyl alcohol, I pint (283 ml) of beer, one English measure of spirits or a 4 fl oz (112 ml) glass of wine. The circumstances of the incident which prompted hospital attendance and the clinical diagnosis were noted, and a sample of exhaled air or blood obtained for alcohol estimation.
All data were collected by the authors. The survey was carried out in 4, 6 and 12 hour sessions appropriately distributed to provide coverage ofevery hour of the week. Two such composite weeks were obtained for each A&E department. The sessions were spread over a six-month period in the autumn and spring, excluding holiday periods and the four weeks around Christmas. The attendance rates for these sessions were compared with the pattern throughout a consecutive 52-week period to ensure that the samples were representative.
Blood alcohol concentration was measured directly by sampling exhaled air using a Lion Alcometer calibrated against standard alcohol vapour before each session. Informed verbal consent was sought.
Breath or blood samples for alcohol estimation were obtained from unconscious patients and an alcohol history taken subsequently if possible.
All information was coded and analysed on a Prime 9955 computer using the Statistical Package for the Social Sciences (SPSS)'1. The project was approved by the Salford Health Authority Ethical Committee. 
Results
Epidemiological and clinical information was available for all 1693 patients seen in the two departments over the composite 2-week period. In 76 cases an alcohol history could not be obtained, usually because the patient was unconscious or initially seriously ill and then lost to follow up. Four patients refused to give an alcohol history. In 54 cases a breath alcohol sample was either refused or unobtainable. The number of patients attending during the periods of study were (with two exceptions) within The breath or blood alcohol test was positive in 13.2% of patients, and 1143 patients (68%) presented for treatment after various types of accidents. Figure  1 shows that in each hourly band throughout the day some patients attended with a blood alcohol concentration (BAC) in excess of 80 mg/100 ml. The proportion of positive breath tests ranged from 2.5% of the 85 patients attending between 11.00 h and noon, to 78% of the 27 patients attending between 01.00 and 02.00 h. There was much less variation in the proportion of BAC-positive patients presenting with non-traumatic complaints at different times of the day. Table 1 shows that patients who attend on a Saturday night are more likely to be drunk and to present with minimal delay after their accident or sudden illness than those who present on a midweek morning. Table 2 compares alcohol history with delay in presentation. Overall, those who drink more than 6 units on 3 or more days each week do not present at significantly different times after an accident or sudden illness than those who admit to drinking less.
A total of 636 patients attended within 2 hours of their accident or the onset of their presenting com- The total number of patients referred from work was 275, of whom 16 (6%) were intoxicated (7 more than 80 mg/100 ml BAC); all these patients had sustained soft-tissue injuries or minor fractures not requiring hospital admission. Four patients (all with BACs over 100 mg/100 ml) arrived between 14.00 and 16.00 h, but the remainder were distributed evenly throughout the 24 hours. None of those arriving by ambulance from work had a positive breath test, compared with 27 (14%) from home and 33 (41%) from a public place (20% of the latter had a BAC > 200 mg/100 ml).
Seventy-five patients claimed to have been assaulted: 56 attended within 2 hours of the incident and only 4 over 24 hours later. Table 3 contrasts the BAC of these patients with those brought in by the police in custody, the victims ofroad traffic accidents, patients who had sustained ankle sprains and the total population of A&E attenders.
Of the assaulted patients, 42 (56%) had received head or facial injuries. Figure 2 shows that the majority were intoxicated (48% over 80 mg/100 ml), in contrast to the 78% of non-assaulted head-injured patients who were sober.
When questioned about their normal drinking habits, the great majority of patients under the age of 30 stated that they usually drank beer or lager. However, there was a logarithmic fall in their number throughout the age range surveyed. In contrast, the small number of patients who drank wine or spirits remained constant in all age groups.
Analysis of social class of A&E attenders revealed differences from regional and national norms. For example, there were fewer patients in social class I and II (13.0% v. 26.8% regional and 31.4% national) and more in social class V (10.0% v. 6.8% and 5.4% respectively). There was no relationship between social class and type of alcohol usually consumed or the frequency of drinking. However, Figure 3 shows that patients in social class V were the most likely to consume large amounts of alcohol in a single drinking session.
Discussion
The results of this survey are remarkably similar to those obtained by the two Scottish surveys1'2, 13.2% ofour patients having positive tests for alcohol compared with 16.5% of Walsh's series2. The very high proportion of inebriated attenders in the late Total population (n= 1639) evening supports the view of Holst et al.' that many patients with alcohol-related problems attend A&E departments. We have shown elsewhere"0, however, that measurement of BAC alone will fail to detect a significant proportion of these patients. An alcohol history is also important.
A causal association between alcohol abuse and accidents may be even stronger than is suggested in this type of survey if drunk and injured patients wait until they have sobered up before attending the A&E department. The information in Table 1 indicates that many people who are drunk do not delay before attending the department. Additionally, the comparisons made in Table 2 do not show any difference in alcohol history of patients presenting at different times after an accident or sudden illness. This indirect evidence does not support the view that the inebriated wait until they are sober before presenting to the A&E department.
Although young people under the age of 18 were occasionally seen in the department with positive breath tests (6% of attenders in this age group), it is reassuring that none of those referred directly from school were intoxicated.
Four patients attending in the early afternoon after works accidents had high BACs, but none was seriously ill or injured or arrived by ambulance. The association between alcohol consumption and industrial accidents was not strong; only 3%/0 of patients seen within 2 hours of an industrial incident had a positive BAC. This supports the conclusion of Lings et al. 2 who found that less than 3% of 5439 patients attending an emergency department after an occupational accident had a BAC over 80 mg/100 ml. There is little hard data on this subject in the UK and the results of the present survey would not support its further investigation, with the inevitable associated anxieties about confidentiality and industrial relations.
In marked contrast, the very high level of drunkenness amongst those who are injured or develop sudden illness in public places should be a matter for public concern. Many of those who claim to have been assaulted are already inebriated and the high percentage of this group who sustain head and facial injuries pose difficult management problems for the staff of A&E departments. Honkanen and Visuri'3 found that 69% of assaulted patients who were seriously injured had a positive breath test, compared with 37% of those receiving injuries in other ways. In this series 60% of all assaulted patients had a positive breath test compared with 13% for all attenders.
This survey has not been concerned with the wellestablished association between alcohol consumption and road-traffic accidents. However, it was noted that the majority ofthe patients so injured who had high breath alcohol concentrations were pedestrians, again emphasizing the significance of drunkenness in public places.
Of patients sustaining accidents at home within 2 hours of attendance, 19% had positive BACs. This is similar to the 22% detected by Wechsler et al.1' in the United States. The impact of these, oft;en rather minor, injuries on family and industrial life is difficult to measure, but their large numbers must indicate a significant national problem which should be addressed as much by those interested in alcohol-associated diseases as those concerned with the mechanics of home safety.
It is interesting to note that those who attended after a recent ankle sprain were more often sober than the general population of patients, dispelling the popular belief to the contrary. Figure 3 shows high consumption per drinking session in social classes HI-V. Frequency ofconsumption was not influenced by social class. These findings agree with those ofCartwright et al.1 who showed an increase in consumption per session and in the number of drinking days in social classes m-v between 1965 and 1974, but no change in the behaviour ofsocial classes I andII. In 1965, the higher social groups had drunk 38% more per session, but this was reversed to 20% less in 1974 as a result of greatly increased consumption per session amongst social classes III-V. The social class distribution of our sample supports the generally held view that A&E attenders are not representative of the general population.
